I tried to show her that this might be something her real mother did not want to discuss and perhaps now she had a husband she could let things be, but this 19-year-old is showing all the pent-up emotions, the infantile fantasies, the wish for reparation, the wish for revenge and, of course, the great pleasure in being the centre of a drama.
In conclusion, I would like to mention a few general points:
(1) We rarely heard about delinquent behaviour. This may tell us more of our patients' attitudes and fantasies about the family doctor than of the incidence of delinquency in the neighbourhood. So far regular drug-taking has played little or no role in our area.
(2) The adolescents who brought psychiatric problems were often those who reacted to their genital development with a heightened awareness of bodily sensations and hypochondriacal fears. Sometimes they expressed a feeling of inadequacy in terms of dissatisfaction with their bodies, that their noses or their breasts were the wrong shape, &c. I think what is emergingand I shall continue to watch this impressionis that the boys convey feelings of anxiety, whilst the older girls appear more often aware of feeling depressed. I am not sure how to evaluate this impression. Perhaps the more frequently conveyed anxiety amongst my male patients is due to the vicissitudes of the CEdipus complex in the boy and its re-awakening in the beginning of adolescence (Freud 1958); or perhaps it has to be understood in terms of a fear of passivity (Blos 1962 (Blos , 1965 . This fear, it seems to me, is inevitably heightened or brought into focus by virtue of most patients' expectations when they visit the doctor. In other words, the fears, perhaps unconscious wishes, implicit in being medically examined, may help some boys to express anxiety, but may prevent others from attending the surgery.
(3) A third of the 19to 21-year-old females were married and at least a third of these were pregnant at the time of marriage. It is rare for an unmarried girl to consult us about birth control. Again, this may tell us about the image of the family doctor; I assume some patients will say to Dr Spicer: 'I could not go to my own doctor: you see, he knows us all too well'.
(4) I am impressed by the fact that a number of adolescents who required intensive medical care as young children have stayed away from the doctor for a large part of their adolescence. Perhaps to some of these patients the forward move of adolescence (Freud 1954) has enabled them to take over the care of their bodies themselves. (1965 )Psychanal.Stud. Child20, 145 Cohen E L (1965 The increasing need for the adolescent to discover himself and, by implication, his need to discover his feelings not only in relation to himself but to other people as individuals and society in general, produces necessarily not only internal conflict but also conflict with other individuals, with parents and with that society.
The very strong sexual drives linked with this need to discover the self and, at any rate early on, to gratify the self may cause guilt and dismay, particularly if the home background has been inhibitory and restrictive. The structure of a very complex society such as ours, rather than presenting the adolescent with imposed norms and a phased structure of behaviour expected of him, offers frequently contradictory examples of what is 'good' behaviour, so that a young person may have not only to establish a personal identity, but also a point of view and an ethic, with very confused material. Added to this there seems to be a very strong desire to establish a real 'love' partnership in marriage and this demands a search for a very deep understanding of the partner, both emotional and sexual.
In such a complex society the way an individual comes to terms with his needs must be partly genetic; partly a function of his personality development, that is his family experiences in infancy; partly the views of his peer group for whom he feels a very strong need; and, lastly, the attitudes of society in general. If an adolescent has experiences that can contribute positively to all this he can eventually reach maturity.
In discussing his sexual problems doctors must remember that they, too, not only represent society but themselves bring differing attitudes and moral values and differing psychological vulnerabilities to any discussion with him or about him. That there is a good deal of sexual activity in young people is not disputed; that a fair proportion of the young are having full sexual relationships must be accepted. Schofield (1965) finds that 30% of boys and 17% of girls have intercourse by the age of 19; he also finds that 2-5 % of girls under 16 have intercourse. Another indication of this is the illegitimacy rate, which is about 7 % of live births and is rising. If we add to this the children born in wedlock but conceived before, we get a figure of 14 %, which is the same as it was thirty years ago; so that the extramarital conception rate is unchanged.
The attitude of young people towards sexual experience differs between the sexes. In the early stages of adolescence boys may think in terms of personal gratification only; with increasing maturity comes the recognition of the sexual partner's needs and fears and some understanding of the 'dual standard'. At this time may come the recognition that sexual compatibility is important in marriage and the need to test out the partner. True maturity gives a recognition of the part that all areas of relationships must play and of the fact that sex can be used as one method of giving and receiving mutual pleasure, love and understanding.
Girls at first think in terms of virginity as being a goal in itself and express fear of sex and potential 'spoiling'. They later begin to be troubled by their contradictory feelings and on the whole, when they do decide to have intercourse, it is at a level of being in love or of giving love and not very often for pleasure alone.
A sexual relationship, however shallow, is a relationship and the quality of this will give much information about the individual, as to what sort of person he is. But because he is an adolescent, each relationship brings with it the potentiality for growth and learning as well as pain. If we examine several types of relationship we may come nearer to an understanding of the problem. First, a young but mature couple can, and very frequently do, make use of their sexuality happily and profitably to deepen their love and understanding of themselves and of each other, and if the love does not lead to marriage it can still be seen as very much worth while.
A girl of 16, however, may find herself in a different position. Why does she have intercourse? Is it because, anxious to win the approval of her peer group, she does as they say? Is it because she is at such a level of youth that the whole act is in the realm of fantasy? Is she perhaps blindly rebelling against an over-restrictive family? It is sometimes to her a pleasurable activity, although not always; it sometimes causes deep anxiety and guilt, for it is not a real relationship. A girl older in years may bring to her sexual activity a severe personality disorder. The promiscuity of the severely deprived girl, with little love learning experience in infancy, may be a symptom that she is incapable of understanding the nature of love and may endlessly seek it through a series of superficial encounters. A boy or girl, frightened of fears of homosexuality, may become frantically active heterosexually in order to push them to one side. Sometimes a psychotic will show increased sexual activity as a symptom of a very severe disorder.
People usually want to marry. Quite often the first experiments with love are expressions of unresolved confficts surrounding a parent, so that early love may be to a very great extent only the acting out of fantasy battles and cravings. Nevertheless this may cause great pain and puzzlement to the individual. Partners may be disliked by the parents; partners may offer a very punishing or unduly passive relationship. Sexual happiness, as in marriage, may be difficult to find and the couple may think of sexual conflict only and not let themselves see the underlying personality conflicts. It is probable that the sexual difficulties are very much the same as within marriage, though to some extent differing taboos may be operating, and of course it is far easier to break the relationship.
A hysteric finding sex impossible can either retire from the field, as it were, or really attempt to discover where her difficulties and those of her partner lie. In a marriage it is more likely that the mutual distrust has added to the problem. A girl unable to have intercourse because of intense anxiety of sex identification might never allow herself to be confronted with the problem until her marriage had failed. Lack of potency in a man also can often be more easily dealt with at this time, before marriage, and the very nature of adolescence is working towards resolution of these difficulties because it is such a time of growth. The ability of two people to have a relationship demands a level of reality. The person must see his actions and feelings as real, and his partner as real, or they are doomed to failure. They must also accept the reality of lovemaking if they decide to make love. It is easy for the immature person to pretend it never happened, and fantasies are present in all relationships to a degree, but if the individuals deny their sexuality and deny the reality of their actions, they cannot grow and they can damage themselves badly. If they bring to the relationship neurotic needs and fantasies, the relationship will get into difficulties. One danger is that the couple may not be able to accept that intercourse produces pregnancy. There are many reasons for 'unwanted' pregnancies: the couple may not 'believe' they are having intercourse; they may have such a neurotic relationship that they cannot allow themselves to admit to this; the level of knowledge of one another and of themselves may deny the recogni-is tion of the reality; and last, and most important, there may be in both partners a strong subconscious need for a pregnancy as a needful love object, as a punishment or as a gift to a punitive or noncaring parent.
This accounts for the fact that neither the knowledge of contraceptive techniques nor their availability prevents girls becoming pregnant; so that if we accept the fact of premarital intercourse we must also accept that what the individual brings to her sex experience may be a healthy ability to love, but may also be a gross immaturity or neuroticism or even a more severe sickness. We must also accept that until the person is ready to tackle this experience realistically he may be badly damaged, and that until this happens the person may be very vulnerable as regards pregnancy, so that the offering of birth control advice to young people must be seen first in its likely sociological effects, its sanction of sexual relationships, and second in the effect to the individual.
The doctor has to see what may be a problem underlying the apparent need for practical help. In that he is a very trusted member of society, the doctor is often forced by the public, by the parent, by the young person and by his own feelings, into a role that is very difficult to understand. It may be that an adolescent sees his family doctor as an extension of his family. Young people in conflict with parents might judge that the doctor too would be against them. Parents might expect collusion from doctors. Perhaps it is for this reason that young people can more easily seek advice outside the extended family, with a new doctor. It is also a fact that, as we all have differing attitudes, our own reactions to the patient might be confused. Are we there as therapists, as father figures, or just as technicians? Do our attitudes to sexual morality therefore influence how we treat the patient, and should they? REFERENCE Schofield M (1965) David Frost defined adolescence as 'that period between being too old to travel half price on buses and too young to drink in a pub. It lasts about two weeks.' This definition correctly identifies the importance of status transformation and the impatience for it, but perhaps underestimates the duration and complexity of the transition. I propose to discuss some aspects of the doctor role in treating the psychological difficulties encountered in this transitional period.
My own experience in the psychological problems of the adolescent is derived mostly from general practice and, in the last three years, from working in student health. I shall compare these experiences and subsequently illustrate some of the problems of understanding adolescents with particular reference to two cases. During my time in general practice I saw relatively little of this age group. I have often asked myself since then why this was the case. I believe this is quite a common experience for the family doctor and suspect that it reflects in part the fact that the general practitioner is perceived by the adolescent as an authoritarian figure allied to the parents, and is hence difficult to approach for the adolescent who is essentially pre-occupied with testing his capacity for independence from the family. Working with students, however, it has become clear that this distrust of 'parent figures' does not preclude the late adolescent from seeking help from doctors under other circumstances; for at Sussex University, with a well-staffed and psychiatrically orientated service, we find that some 15 % of the student population receive some psychotherapy during their time at university. I think this contrast of general practice and student health experience suggests that there may be a case for some separation of services for the adolescent from the family doctor. In any case, I am sure we ought to think in terms of setting up a range of alternative sources of help with alternative modes of access, starting at the top with the long overdue provision of adolescent units in hospitals, developing alternative agencies like the youth advisory clinics and perhaps also developing, within the context of group practices, some degree of age specialization.
In general practice the difficulty is one of communication. Successful communication with any other person involves understanding not only the surface meanings of his words and actions, but understanding the meaning of these words and actions in terms of his view of himself and his view of us and of the world.
We all tend to arrange our experience of the here and now world within limits set by the assumptions, expectations and fantasies of the world of our childhood. For the adolescent, this world is more immediate and, under threat, there is a tendency to regress more dramatically to operating in its terms. As doctors, we are particularly liable to provoke fantasy and regression in our patients. If we are to help a psychiatrically disturbed adolescent we have to recognize in him or her the thinly disguised child part, and tolerate within limits its protests and demands, while maintaining contact and co-operation with the
